A 32-year-old man, a chronic smoker, presented in June 1999 with increasing cough and shortness of breath, which he had experienced for six days. Chest radiograph showed an 80% pneumothorax in the left thoracic cavity; this was his second episode of spontaneous pneumothorax ( Figure 1 ). The examination findings were consistent with a pneumothorax. His blood count, biochemistry and alpha 1 -antitrypsin level were normal. Computed tomography (CT) showed a large bulla, up to 10 cm in diameter, in the left apex, with interposing emphysematous parenchyma associated with a pneumothorax. Despite the insertion of two chest drains and suction, the pneumothorax was slow to resolve. A lung function test after re-expansion showed: forced expiratory volume in 1 s (FEV 1 ) 1.72 L (45% predicted); forced vital capacity (FVC) 2.1 L; and FEV 1 /FVC 82%. He was discharged, and arrangements for an elective video-assisted thoracoscopic (VATS) bullectomy were made.
tained a heavy collection of macrophages with hemosiderin deposits, suggesting old hemorrhages. No granulomas were seen. Postoperative course: The patient had a persistent air leak postoperatively, and this led to a second VATS exploration, which showed a ruptured bulla in the left lower lobe. The bulla was resected with EndoGIA, and an apical pleurectomy was also performed. The patient made an uneventful Figure 4 ) and was discharged. A lung function test two weeks later showed: FEV 1 2.16 L (56% predicted); FVC 3.1 L; and FEV 1 /FVC 71%. The patient remained well at the last follow-up, six months after surgery.
DISCUSSION
Idiopathic giant bullous disease, sometimes known as 'vanishing lung syndrome' (1), is a progressive condition characterized by large bullae, which may be seen in association with several forms of emphysema. It is more common in young men, particularly in those who smoke. Bullous disease involves predominantly the upper lobes, with sizes ranging from 1 to 20 cm (most between 2 and 8 cm) (1) .
The natural history of these bullae has not been documented in the past, and it is interesting to note how rapidly they can progress. In the present case, the bulla grew rapidly from 10 cm to 32 cm over the period of one year. In some instances, the pulmonary bullae can be monitored and conservatively treated. Indications for surgical intervention include the presence of a very large bulla that is: expanding; causing compression of adjacent healthy lung tissue, leading to dyspnea and physical disability; occuring as a manifestation of lung carcinoma; or associated with the development of recurrent pneumothorax or infection. Surgical intervention was the only alternative in our patient, given that he had giant bullous disease-associated pneumothorax, which responded poorly to conventional treatment of tube thoracostomy and suction. Furthermore, the patient had a very large, progressively expanding bulla that was causing compression of the adjacent lung and associated dyspnea.
Over the years, a number of thoracoscopic techniques for bulla treatment have been investigated. These include thoracoscopic bullous endoloop ligation (first described in 1991 using a pretied Roeder knot [2] ), thoracoscopic intracavitary bullous drainage (3), thoracoscopic laser bullae ablation (4) and thoracoscopic bullous fibrin glue treatment (5) , all of which have been reported with variable success. Bullectomy with endoscopic staples is the most common technique. We did not use pericardial buttress to reinforce the staple resection line (6) during the first operation to minimize cost. The persistent air leak that prompted the second operation was from a ruptured bulla and not from the original suture line. In any event, we performed the additional apical pleurectomy to affect pleural symphysis. Although he initially had some air leak postoperatively, this is not an uncommon occurrence in patients with emphysematous lungs.
CONCLUSIONS
This case highlights the rapid progression of a giant pulmonary bulla over just one year. VATS bullectomy provides successful treatment for this condition.
